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P. Pe´rez,* C. Esteban, A. Martorell, C. Lisbona, R. Lerma, J. Muchart and J.M. CallejasDepartment of Vascular Surgery, University Hospital Germans Trias i Pujol, Barcelona, SpainWe report the treatment of a 67-year-old male patient with a suprarenal mycotic aortic aneurysm. A 67-year-old male
developed renal failure during the treatment of a urine infection and a paracervical abscess. Further investigations revealed a
5.6 cm saccular suprarenal abdominal aortic aneurysm. A successful combined treatment was carried out with endovascular
techniques and open surgery, realizing a retrograde aorto-superior mesenteric bypass. Postoperative follow up scans showed
exclusion and thrombosis of the aneurysm. Treatment of mycotic aneurysms is mainly surgical, but endovascular therapy
helps to avoid highly complicated surgery and reduces mortality.Keywords: Mycotic aneurysms; Aortic aneurysms; Endovascular repair; Aorto-mesenteric bypass; Infection; Staphylo-
coccus aureus.Introduction
Mycotic aneurysms are rare but lethal when not
treated. Since, Osler1 described this pathology for the
first time in 1885, several therapeutic strategies have
been used throughout history based on the exclusion
of the aneurysm and the prolonged use of antibiotics.
Endovascular techniques have gained popularity in
recent years due to the reduced risk of serious
complications. We describe the case of a patient with
a suprarenal mycotic abdominal aortic aneurysm that
was treated successfully combining conventional and
endovascular repair.Case Report
We present the case of a 67-year-old male patient,
current smoker, with a history of insulin-dependent
diabetes, hypertension, dyslipemia, chronic prostati-
tis, and a fatty liver. He was admitted to the hospitaling author. Dr Paulina Pe´rez, PhD, Surgical Resident,
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condition. An urine infection was diagnosed with a
positive Staphylococcus aureus urine culture but with
negative blood cultures. At the same time, a para-
cervical abscess of 5!2.4 cm was found on ultrasono-
graphy and MRI. There abscess had a C4–C5
inter-apophysal arthritis and an epidural extension,
but no neurological signs. The patient received
antibiotic treatment with rifampicin and ciprofloxacin,
achieving the resolution of the paracervical abscess in
48 h revealed by the absence of epidural collection in a
new MRI, therefore, it could not be drained for
cultured. During this treatment, the patient developed
a marked deterioration of his renal function, which
was previously normal, reaching creatinines of
504 mmol/L and potassium of up to 6 mmol/L.
Thinking of interstitial nephritis due to medication,
ACE inhibitors used to treat his primary hypertension
were stopped and the antibiotics were replaced by
amoxicilin with clavulanic acid. An angiogram, to look
for a possible renal stenosis, revealed a saccular 5.6 cm
suprarenal abdominal aortic aneurysm located at the
level of the celiac-trunk. The patient was transferred to
the vascular surgery. Upon admission he presented in
a good condition, without fever and signs of sepsis. On
examination we found a pulsatile epigastric mass. AllEJVES Extra 11, 23–25 (2006)
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Fig. 2. In the abdominal CT we observe the mycotic
aneurysm with periaortic inflammatory tissue that ends
just above the celiac trunk.
P. Pe´rez et al.24peripheral pulses were present. No signs of inflam-
mation were found in the area of the old abscess. Blood
cultures and serology to look for Coxiella, tbc,
Streptococcus, Toxoplasma, Leishmania, hydatidosis,
syphilis and fungi were performed. An echocardio-
gram was performed to look for endocarditis and a
cervical soft tissues ecography to assure the complete
resolution of the abscess. An abdominal CT and an
arteriography confirmed an infradiafragmatic saccular
aneurysm in the abdominal aorta with a maximum
diameter of 5.6 cm and with periaortic inflammatory
tissue that ended just above the celiac trunk (Fig. 1).
The radiological signs suggested a mycotic aneurysm.
We decided to carry out a combined treatment of open
and endovascular surgery (Fig. 2). An upper midline
laparotomy was done for a retrograde aorto-mesen-
teric bypass from the infrarenal aorta up to the
superior mesenteric artery with a 6 mm ringed PTFE
prosthesis (Fig. 3). At the same time, a 28 mm!
110 mm talent type endoprosthesis was placed in the
suprarenal abdominal aorta via the right common
femoral artery. The stent covered the celiac trunk and
the superior mesenteric artery while respecting the
two renal arteries. The patient in the intensive care unit
for less than 24 h and had a normal postoperative
period. Postoperative checks showed no signs of
infection and a normal renal function. He was
discharged after 10 days. He had a prolonged
treatment with antibiotics (500 mg/8 h oral amoxici-
lin–clavulanic) for 5 months. Follow up CT scans afterFig. 1. AngioRM where we can see the aneurysm of saccular
morphology of 5.6 cm maximum diameter in the abdominal
aorta just above the celiac-trunk.
Fig. 3. Final result after the procedure. The arrow shows the
aorto-superior mesenteric bypass.
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exclusion of the aneurysm without endoleaks and
good patency of the aorto-mesenteric bypass. The
patient remains symptom free a year after the
procedure (Fig. 4).Discussion
Although mycotic aneurysm are rare (!1% of all
aneurysms), they have a high risk of rupture. Their
treatment is based on three basic principles: prolonged
antibiotic therapy, excision and/or exclusion of the
affected tissue and arterial reconstruction when
possible. Open surgery has a high mortality, 36% in
published series,2 taking into consideration the length
Fig. 4. Abdominal CT scan after a year of the procedure, the
aneurysm has completely disappeared.
Treatment of Mycotic Aneurysms 25of the surgical intervention and the difficulty in the
dissection of the surgical field that must be treated. In
this case, the patient had no symptoms and the
aneurysm was found incidentally while investigating
for other pathology. This allowed us to carry out all
necessary preoperative investigations. The mor-
phology, localization, and history of a previous septic
episode with positive urine cultures of S. aureus led us
to the diagnosis of a mycotic aneurysm. We should
keep in mind that before surgery the patient had
already received a month of antibiotic treatment, so
that the negative blood cultures made us think of the
possible sterilization of the aneurysm.3 Placing an
endoprosthesis at this level is a relatively simple
procedure compared to an open surgery. Since, the
endoprosthesis covered not only the celiac trunk but
also the mesenteric artery, we decided to perform a
retrograde aorto-superior mesenteric bypass. An
aorto-celiac bypass was not needed because the celiac
trunk was occluded and was included in the periaorticinflamatory tissue, which would have made its
dissection very difficult. The endoprosthesis, as well
as the reconstructions in situ4 of this type of pathology,
have been controversial due to the risk of contami-
nation of the prosthetic material and its proximity to
the infectious focus. In any case, a prolonged antibiotic
treatment is recommended during a minimum of 3
months that should be prolonged or suspended
depending on clinical, analytic and radiological
controls.5 Our patient received antibiotics for 5 months
and showed no signs of infection during the follow up.
He remained symptom free after 12 months. There-
fore, we think that, in spite of the need of a
comparative study among different types treatments,
endovascular surgery combined with open surgery
can be an efficient and relatively simple treatment for
this potentially lethal pathology.References
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